Objective: South Africa is a developing country with inequality and diversity in terms of culture, language and occupations. The high incidence of violence and trauma contributes to upper limb injuries. Patient rated outcome measures, such as the Disability of the Arm Shoulder and Hand Questionnaire (DASH), should be routinely implemented in order to evaluate the end result of intervention. Specific outcomes of interest are aspects of activity and participation according to the nine domains outlined in the International Classification of Functioning Disability and Health (ICF). This paper will review the evidence available on the validity and clinical utility of the DASH as a measure of activity and participation in patients with upper limb injuries in developing country contexts where inequality exists. Methods: A comprehensive search of key electronic databases, including MEDLINE (PubMed), EBSCOHost, CINAHL, Science Direct, Scopus and Web of Science, will be conducted. Grey literature will also be considered as far as possible. Articles meeting the following inclusion criteria will be included in the review: 1) reporting on the use of the DASH as an outcome measure for upper limb injured patients; 2) from countries with a Gini coefficient of 0.50 and above and; 3) that provide evidence on the validity and clinical utility of the instrument. The methodological quality of selected studies will be independently assessed by two researchers using the critical appraisal tool developed by the COnsensus-based Standards for the selection of health Measurement Instruments (COSMIN) group. Results: Results will be reported by means of a study flow diagram showing the search strategy. Study characteristics will be summarized including psychometric properties assessed and results. Risk of bias will be assessed and reported using the COSMIN criteria. Conclusion: This review will provide a critical analysis of the psychometric properties of validity and clinical utility of the DASH in traumatic hand injuries assessed in developing countries. Recommendations for practice and future research will be made.
Objective: In patients with Dupuytren contracture (DC), the extension deficit in the affected finger joints is an important measure of disease severity and treatment outcome. In the literature, extension deficit has been reported as either active extension deficit (AED) or passive extension deficit (PED). When different examiners measure joint contracture, examiner-related variability may affect measurement reliability. The objective was to investigate the influence of the examiner on the size of difference between AED and PED measured by different therapists. Materials and Methods: A prospective cohort study was conducted on patients with DC attending the orthopedic department's outpatient clinic for treatment with collagenase injections. The indication for collagenase was presence of palpable cord and extension deficit of at least 20° in metacarpophalangeal (MCP) and/or proximal interphalangeal (PIP) joint. Before injection, the patients were examined by 1 of 3 experienced hand therapists; the assignment of therapists to the clinics followed their work schedule independent of patient scheduling. The examining therapist measured AED and then PED of the MCP and PIP joints of the affected fingers using a goniometer. A total of 157 consecutive patients (81% men), mean age 70 years (range, 50-87 years), were examined, each by 1 of the 3 therapists. AED of at least 10° was recorded in 291 joints (163 MCP and 128 PIP) and these were included in the analyses. The affected finger was the small (57%), ring (36%), middle (6%), and index (1%). Of the 291 joints, 115 were measured by therapist 1, 83 by therapist 2, and 93 by therapist 3. The difference between AED and PED for each joint was calculated and compared according to examining therapist, affected joint, affected finger, patient gender, and patient age. Analysis of covariance was performed to determine the relationship between the size of the difference between AED and PED and the identity of the examining therapist, adjusting for affected joint, finger, gender, age, and AED. Results: For all 291 joints, mean (SD) AED was 46 (21) and PED 37 (23) degrees. Mean difference (SD) between AED and PED
